REVIEW OF LITERATURE
Hospital emergency codes are used worldwide to alert staff for various emergency situations in hospitals. The use of codes is intended to convey essential information quickly with a minimum of misunderstanding to the hospital staff, while preventing stress or panic among visitors of the hospital. "Code Blue" is generally used to indicate a patient requiring resuscitation or otherwise in need of immediate medical attention, most often as the result of a respiratory or cardiac arrest. Each hospital, as a part of a disaster plan, sets a policy to determine which units provide personnel for code coverage. In theory, any medical professional may respond to a code, but in practice the team makeup is limited to those who had advanced cardiac life support or other equivalent resuscitation training. Frequently, physicians from anesthesia, emergency medicine and internal medicine are charged in the team. A rapid response team leader or a physician is responsible for directing the resuscitation effort and is said to "run the code". 2
General Principles of Code Blue 3
After ensuring the safety of the patient, staff and bystanders, the management of the collapsed patient involves as follows: Each member of the multidisciplinary team is to know and understand the skills and roles of each person involved in the Code Blue response. During a Code Blue response, the multidisciplinary team recognizes the resuscitation team leader for possessing broad skills of organization and performance related to the Code Blue response.
All active members should be performing as a wellconstructed team, polished by practice and experience. This will assist in preventing a disorganized and frantic code scene (Flow Chart 1). 3 The incidence of out-ofhospital cardiac arrest is estimated between 36 and 128 per 100,000 subjects per year. In these victims, cardiopulmonary resus citation efforts are made in as many as 86%, and return of spontaneous circulation (ROSC) can be achieved in 17 to 49%. 4 Cardiac arrest is a medical emergency that, in certain situations, is potentially reversible if treated early. Unexpected cardiac arrest can lead to death within minutes: this is called sudden cardiac death (SCD). The treat mentforcardiacarrestisimmediatedefibrillationif a "shockable" rhythm is present, while cardiopulmonary resuscitation (CPR) is used to provide circulatory support and/or to induce a "shockable" rhythm.
A number of heart conditions and non-heart-related events can cause cardiac arrest; the most common cause is coronary artery disease. 5 Cardiopulmonary resuscitation is an impor tant part of the management of cardiac arrest. It is recommended that it be started as soon as possible and interrupted as little as possible. The component of CPR that seems to make the greatest difference in most cases is the chest compressions. Correctly performed bystander CPR has been shown to increase survival; however, it is performed in less than 30% of out of hospital arrests as of 2007. If high-quality CPR has not resulted in ROSC and the person's heart rhythm is in asystole, discontinuing CPR and pronouncing the person's death is reasonable after 20 minutes. 5 For decades, conventional wisdom in treating patients with cardiac arrest was that if the heart stopped beating for longer than 6 to 10 minutes, the brain would be dead. Now a new treatment being embraced by a growing number of US hospitals suggests that patients can be brought back to a healthy life even if their heart is stopped for 20 minutes, perhaps longer. In recent months around the US, doctors and nurses say, cardiac-arrest patients who would previously have been given up for dead have been revived and discharged to return to their families and jobs with all or nearly all of their cognitive abilities intact. 6 Each year in the US, 400,000-460,000 persons die of unexpected SCD in an emergency department (ED) or before reaching a hospital. 7 The proportion of SCD that occur out-of-hospital has increased since 1989. Death and disability from a heart attack can be reduced if persons having a heart attack can immediately recognize its symptoms and call for emergency care. Prehospital emergency medical service systems can assist in reducing SCD rates by dispatching appropriately trained and properly equipped response personnel as rapidly as possible in the event of cardiac emergencies. However, national efforts are needed to increase the proportion of the public that can recognize and respond to symptoms and can intervene when someone is having a heart attack, including calling the designated number, attempting cardiac resuscitation, and usingautomatedexternaldefibrillatorsuntilemergency personnel arrive. 7 Survival rates for cardiac arrests that occur in hospitals and outside them continue to be low (17 and 6%, respectively), and fewer than one-third of patients who have an out-of-hospital cardiac arrest receive CPR. Consequently, a number of changes were made to the 2005 American Heart Association Guidelines for CPR and emergency cardiovascular care. The changes were intended to simplify CPR in order to increase its use and effectiveness by both clinicians and non professionals. 8 In one of the study by Stundek et al, it was found that there were 1,142 cardiac arrests which were included in the analytic data set. Prehospital ROSC occurred in 299 individuals (26.2%). When controlling for initial arrest rhythm and other confounding variables, individuals with no endotracheal intubation (ETI) attempted were 2.33 (95% confidence interval [CI] = 1.63-3.33) times more likely to have ROSC compared to those with one successful ETI attempt. Of the 299 individuals with prehospital ROSC, 118 (39.5%) were subsequently discharged alive from the hospital. Individuals having noETIwere5.46(95%CI=3.36-8.90)timesmorelikely to be discharged from the hospital alive compared to individuals with one successful ETI attempt. 9 A study was conducted in the year 1996, by Cobbe et al to determine the short and long-term outcome of patients admitted to hospital after initially successful resuscitation from cardiac arrest out of hospital. From the study, it was found that about 40% of initial survivors of resuscitation out of hospital are discharged home without major neurological disability. Patients at high risk of subsequent cardiac death. 10 How to Activate code blue? 11 • The Code Blue team has to be notified by the control room (room designated to notify the message to the response team) • The individual calling the Code Blue must dial the designated number to call a Code Blue • Identify yourself to the call centre staff who responds to the call • Give the exact location (i.e. unit, floor, wing, building) • Tell him/her that there is a adult/pediatric Code Blue • Code Blue team will be notified using public address system.
What Happens when code blue is Announced? 12
• When Code Blue is announced the message is sent to the Code Blue team (Annexure 1), who are expected to arrive at the scene as soon as they get the message (Code Blue response time is expected to be < 3 minutes 
Physician or Anesthesiologist
Manages the airway and circulation.
One Nurse
• Assists doctor in managing the airway • Assists in obtaining intravenous access and drug administration as per team leader's instructions • Assists in managing code as requested • Will remain with the patient until the transfer occurs?
Other Nurse 
JRFHHA

Need of the Study
Cardiac arrest is a medical emergency that, in certain situa tions, is potentially reversible if treated early. Unexpected cardiac arrest can lead to death within minutes: this is called SCD. 5 Despite advances in the prevention and treatment of heart disease and improvements in emergency trans port, the proportion of cardiac deaths classified as "sudden" remains high, probably because of the unexpected nature of SCD and the failure to recognize early warning symptoms and signs of heart disease. The age-adjustedSCDratesandthestate-specificvariation in the proportion of SCDs suggest a need for increased public awareness of heart attack symptoms and signs. 7 Death and disability from a heart attack can be reduced if persons having a heart attack can immediately recognize its symptoms and call for emergency care. Prehospital emergency medical service systems can assist in reducing SCD rates by dispatching appropriately trained and properly equipped response personnel as rapidly as possible in the event of cardiac emergencies. However, national efforts are needed to increase the proportion of the public that can recognize and respond to symptoms and can intervene when someone is having a heart attack, including calling a designated number, attempting cardiac resuscitation, and using automated external defibrillators until emergency personnel arrive. 7
METHODOLOGY
It was a descriptive cross-sectional study carried out between January to June 2015. The study population included doctors, nursing personnel, paramedical staff and quality managers of tertiary care trauma hospital from public and private hospitals. Checklist was made after an exhaustive review of literature which was then improvised. The checklist was discussed in focused group discussion held on 1 June 2015, and suggestions were incorporated. Validation of the checklist was also done by experts from various private and public hospitals. Subsequently, interaction was done with study population against the backdrop of the checklist and Code Blue policy was formulated.
ANALYSIS AND RESULTS
A total of 200 people which included doctors, nurses, paramedical staff, and quality managers of tertiary care public and private hospitals were approached for interaction against the backdrop of the checklist. Total response rate was 62%. Forty-one doctors responded out of 50 doctors approached, 34 nurses responded out of 50, 20 quality managers interacted out of 50 and 16 doctors, expertize in handling Code Blue responded out of 25 approached and 14 nurses, expertize in infection control practices out of 25 approached. Policy was framed after incorporating inputs from responses received against the backdrop of the checklist.
CODE BLUE POLICY FOR A TERTIARY CARE TRAUMA HOSPITAL IN INDIA
Aim of the Policy
To make clear to all the staff about Code Blue and to inform and guidance regarding the same. This document summarizes the information to patients and the staff about Code Blue policy. It put in the picture how the institute will meet its training requisites to ensure that staffs receives adequate training in relation to Code Blue policy.
Goals and Purpose
The goals and purpose of this policy is to ensure that skilled medical team response for emergency resuscitation is provided.
Scope
Provide skilled medical team response for emergency resuscitation.
Responsibility
All employees of the hospital, Cardiac Arrest Review Committee for monitoring. 1 Code Blue is one of the emergency procedure codes for cardiopulmonary arrests and life-threatening emer gencies in areas of the hospital. A Code Blue is the term used to alert the Code Blue team (resuscitation team) to an area where a person has had a cardiac/respiratory arrest.
What is Code Blue?
Any attempt at resuscitation is better than no attempt.
Purpose
To provide immediate life saving measures in cases of life threatening emergencies.
When to Activate Code Blue?
A • No neck pulse (to be witnessed by healthcare provider).
Who can Activate Code Blue?
AnyindividualmaycallaCodeBlueandcertifiedstaff will initiate basic life support (BLS) and automated externaldefibrillator(AED)ifavailable,untilrelievedby the Code Blue team.
How to Activate Code Blue? 11 • The Code Blue teamhastobenotifiedbythecontrol room (room designated to notify the message to the response team).
• The individual calling the Code Blue must dial the designated number to call a Code Blue. • Identify yourself to the call center staff who responds to the call. • Givetheexactlocation(i.e.,unit,floor,wing,building) • Tell him/her that there is a adult/pediatric Code Blue • Code Blue team will be notified using public address system.
What Happens when Code Blue is Announced? (Flow Chart 1) 12
• When Code Blue is announced the message is sent to the Code Blue team (Annexure 1), who are expected to arrive at the scene as soon as they get the message JRFHHA 
Assessment and activating help Yes No comments
Did the first responder assessed the patient appropriately?
Did the first responder verbally summoned the help?
Did he/she instructed someone to call on the designated number?
Was there proper delegation of tasks to 2nd and 3rd responder by first responder?
The victim was moved from the site of code only if absolutely essential to perform CPR effectively or safely Did the 1st responder performed appropriate ABC assessment and intervention? 
Alerting code blue
Training
Continuous training is required for all the staff of the hospital (doctor, nurses, paramedics, grade IV, security) for the implementation of Code Blue policy for all.
Training would be conducted through regular classes and Mock Drills (Annexure 4).
Awareness will be created by displaying poster both in Hindi, English and a local language showing the number clearly all around.
How Code Blue Teams may be Required for a Hospital?
Thereisnofixednumber.Availabilityandaccessibility of resources (manpower, equipment), size of the hospital, designofthehospitalandmanyotherfactorsspecificto the hospital should be taken into account while deciding upon the number of Code Blue teams.
Limitation of the Policy
This policy is specially designed for a trauma care hospital.
Means of announcing Code Blue differs from hospital to hospital depending on the resources available.
Number of Code Blue teams is not fixed and vary from hospital to hospital.
